The '5As' model of behavior change provides a sequence of evidence-based clinician and office practice behaviors (Assess, Advise, Agree, Assist, Arrange) that can be applied in primary care settings to address a broad range of behaviors and health conditions. Although the 5As approach is becoming more widely adopted as a strategy for health behavior change counseling, practical and standardized assessments of 5As delivery are not widely available. This article provides clinicians and researchers with alternatives for assessment of 5As implementation for both quality improvement, and for research and evaluation purposes, and presents several practical tools they may wish to use. Sample instruments for tracking delivery of the 5As and related tools that are in the public domain are provided to facilitate integration of self-management support into clinical care. We discuss the strengths and limitations of the various assessment approaches. Promising and practical measures to assess the 5As exist for both quality improvement and research purposes. Additional validation is needed on almost all current procedures, and both clinicians and researchers are encouraged to use these instruments and share the resulting data.
INTRODUCTION
The '5As' model of behavior change counseling is an evidence-based approach appropriate for a broad range of different behaviors and health conditions, and is feasible to apply in primary care (Fiore et al., 2000; Glasgow et al., 2001a; Glasgow et al., 2002; Serdula et al., 2003; Glasgow et al., 2004b; Goldstein et al., 2004;  The Quality Indicator Study Group, 1995) . The 5As are as follows: assessing patient level of behavior, beliefs and motivation; advising the patient based upon personal health risks; agreeing with the patient on a realistic set of goals; assisting to anticipate barriers and develop a specific action plan; and arranging follow-up support (Moen et al., 1999; Glasgow et al., 2002; Berwick, 2003; Glasgow et al., 2003) .
However, there are no standard, widely used assessments of 5As delivery. Most studies of the 5As have developed their own measures. As the 5As become more widely adopted, it is increasingly important to have reliable, valid and practical measures of these strategies.
Recently, the Lifescripts consortium, through funding by the Australian Government Department of Health and Ageing, released a series of practice tools and other resources to support general practitioners in reducing lifestyle risk factors among their patients (National Heart Foundation of Australia and Kinect Australia for the Lifescripts Consortium, 2005). The Lifescripts package contains a variety of evidencebased resources, manuals and user-friendly assessment tools for GPs, practice nurses and staff in the general practice setting. The program and associated assessment tools build on the SNAP framework developed by the Royal Australian College of General Practitioners (Smoking, Nutrition, Alcohol and Physical activity) (The Royal Australian College of General Practitioners, 2004) . This framework utilizes the 5As for incorporating effective clinical strategies for the detection, assessment and management of SNAP risk factors in general practice settings. Documentation and tracking of the 5As as a way of delivering self-management support is now required by the Joint Commission for the Accreditation of Health Care Organizations as part of its Disease Management Certification program. Health care organizations satisfying this requirement as part of their disease management protocols are more likely to receive certification. This certification could provide health care organizations with leverage to negotiate higher reimbursement rates from third-party payers.
The purposes of this article are to (i) discuss assessment of the 5As from both quality improvement (QI) and research perspectives, (ii) describe and provide examples of instruments that have been used to assess 5As implementation and (iii) discuss the strengths and limitations of present 5As assessment approaches.
There are four primary sources of information that can be used to assess delivery of the 5As as follows: direct observation of patient-clinician encounters; medical records; clinician reports; and patient reports (Table 1) . Each has its strengths and limitations, and is used for different purposes. Multiple approaches were used to identify potential instruments as follows: (i) an electronic search was conducted using PubMed with various combinations of the keywords '5As, behavioral counseling, assessment and physician advice'; (ii) recent articles and reviews of behavioral counseling that included the 5As were consulted and reference lists in these articles were searched; and (iii) contacts were made with leading researchers in the area. Given that there are no MeSH headings related to the 5As and the recency of much of the work in this area, the latter two approaches identified the majority of tools. We describe each of the approaches organized by the primary purpose of the assessment as follows: (i) QI or (ii) research and evaluation, since the issues and selection criteria are different.
Quality improvement
To be of value for QI, measures need to be brief, easy and inexpensive to administer and score, and capable of providing useful and 'real-time' feedback. QI measures also should allow for comparisons over time and can be benchmarked against data from other clinicians or settings, across populations, or standards of care. Although measurement tracking for QI is complementary in many respects to ongoing data collection for research, a key difference is that measurement tracking for QI has as its primary goal continuous practice improvement (i.e. rapid analysis of data, reporting and feedback).
Below, we describe various approaches to tracking delivery of the 5As for QI. These approaches should be practical for integration into routine care in most settings. The various assessment approaches also can be used in combination to provide a more comprehensive picture.
Checklists are designed to both prompt and record clinician behaviors. Out of the four approaches described, this is perhaps the most efficient, since it is a 'real-time' approach to documenting patient-clinician interactions. Checklists can be included in the patient record and provide the clinician with a framework to record follow-up notes. Figure 1 (see www.collaborativeselfmanagement.org). It allows the clinician to 'walk' patients through the 5As at a given visit, and to later re-assess progress in meeting collaboratively set goals. A slightly more complex example is shown in Figure 2 . This checklist, which embeds 5As issues within counselor responsibilities, was developed specifically for a tobacco use cessation intervention (Hollis et al., 2000) . Although the checklist is perhaps the easiest approach to document 5As counseling for QI purposes, clinicians must use it consistently across visits if it is to provide reliable data.
Patient exit interviews assess patient perspectives on the counseling they received, and evaluate changes in practice patterns related to the 5As. Exit interviews can be conducted on a random sample from the patient population or with a consecutive set of patients at prescribed intervals (e.g. monthly or quarterly) to track changes in practice patterns over time. Figure 3 provides 10 questions that can be used to assess patient perceptions of delivery of the 5As. This question set was used by sites participating in the Pilot Collaborative on Self-Management Support to assess delivery of four of the 5As-Advise, Agree, Assist and Arrange. The SelfManagement Pilot Collaborative planning team has also developed a 5-item patient satisfaction survey, which specifically addresses whether the patient thought she received counseling around the 5As, and if so, how satisfied she was with the care received. It can be conducted via patient exit interview or self-administered ( Figure 4 ). Such surveys can be conducted in combination with provider checklists to triangulate clinicianreported delivery of care with patient-reports of care received. This is important, since it is possible for patients to report that they did not receive specific counseling even though the clinician may have reported doing so. From a QI perspective, this could help identify gaps and improvements needed to effectively communicate with patients.
Medical records can be abstracted to document 5As delivery. Although this is a labor-intensive process, medical chart abstraction provides perhaps one of the most important measures of clinicians' delivery of the 5As. This is because what gets into the medical record is often what other team members see and pay attention to, and such documentation provides a prompt for follow-up on other 'As' at future contacts. A limitation of chart audits is that they typically underreport the level of counseling (Stange et al., 1998; Newell et al., 1999 conducted on a consecutive or random sample of patients and could occur concurrently with other QI efforts. It does require development of coding manuals and definitions to ensure that charts are reviewed in a consistent manner (Boyle and Solberg, 2004) . For example, Serdula et al. developed a weight loss counseling tool using the 5As, based on an evidence-based algorithm for the treatment of obesity (Serdula et al., 2003) . Criteria used to define delivery of each of the 5As are also available in various publications (Fiore et al., 2000; Glasgow et al., 2003; Glasgow et al., 2004b; Goldstein et al., 2004 
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My health care team made plans to contact me after a visit to see how I was doing.
❑ Yes ❑ No ❑ Don't know Thank you. We will keep your answers private and confidential! records at each health center site, and related quality of care delivery to site level characteristics (e.g. size, location, percentage of providers attending training).
Brief retrospective surveys can help prompt a discussion with patients about goals and creating self-management supports. Self-report measures obtain the patient perspective on receipt of counseling and overcome some of the limitations of provider reports, but are themselves subject to reporting biases and social desirability (Stange et al., 1998) . Various research groups have developed brief, face valid questions for patients about the extent to which they have received 5As counseling for specific target behaviors (Sciamanna et al., 2002) . Glasgow et al. reported that primary care patients responding to a national survey reported receiving 5As for smoking cessation more often that for other health-related behaviors such as physical activity or healthy eating (Glasgow et al., 2001a) . They also reported that the last two A's-assistance and arranging follow-up support-were reported the least often across target behaviors.
With more sophisticated electronic patient information systems, it is possible to integrate clinician-based prompts and feedback with other interactive technologies for self-management support (Glasgow and Bull, 2001; Bodenheimer and Grumbach, 2003; Glasgow et al., 2004a) . Patient surveys are most feasible when electronic registries are available that can provide reminders to enhance self-management supports at the point of contact (Glasgow et al., 2001b; McKay et al., 2001 ) although even manual reminders can be effective in this regard (Marquez, 2001 ). Glasgow et al. provide an example of a flow diagram that includes prompts for all personnel, including patients, physicians and care managers involved in a typical patient visit (Glasgow et al., 2003) . They provide (i) a scenario of what a patient visit might look like that fully integrated self-management support into primary care and (ii) strategies that can be used by various staff members involved with the patient's care before, during and after a visit.
Key characteristics of the QI assessment approaches described above are that they are practical and relatively inexpensive to implement-especially if chart reviews are being done for other purposes (Table 1) . Integrating one or more of these into existing QI strategies also can be cost-effective-for example, through a third-party organization like Quality Improvement Organizations (QIOs). Under the direction of Centers for Medicare and Medicaid Services, the QIO program consists of a national network of 53 QIOs responsible for each US state, territory and the District of Columbia. QIOs work with consumers, clinicians, hospitals and other providers to improve care delivery systems, particularly among underserved populations (www.medqic.org).
Finally, the Health Disparities CollaborativesÔ offer a number of training manuals and tools available for free download (www. healthdisparities.net). This website offers a wide array of registries, questionnaires, chart audit tools, flow charts and reports for components of the Chronic Care Model (i.e. clinical information systems, community, decision support, delivery system design, organization of health care and self-management support) for asthma, depression and diabetes. Although some of these QI aids are not specifically organized around the 5As, most do involve assessment, assistance and arranging follow-up.
Research and evaluation
Instruments used for research purposes are typically held to higher standards of reliability and validity than QI measures. They also tend to be longer, more expensive and comprehensive, and usually cannot be scored quickly to provide immediate feedback. They are intended to provide a more in-depth understanding of the complexities of care delivery (Table 1) .
Direct observation methods
Despite their expense and impracticality in many situations, observational coding systems, based upon live, videotaped or audiotaped clinic-patient interactions are considered the gold standard assessment methods for patientclinician interactions. To our knowledge, there are no observational coding systems specifically designed for the 5As. There are, however, numerous related systems for coding patient-provider interactions (Roter, 1991) . The earliest methods were based on the client-centered counseling approach of Rogers and colleagues and related systems have evolved in the psychotherapy literature to measure constructs such as empathy and percent of talk time for patients versus clinicians (Rogers, 1951; Truax, 1966) . More recently, researchers interested in patient-centered interventions have coded patient-staff interactions for key components of motivational interviewing and patient-centered communication style (Amrhein et al., 2003; Baer et al., 2004) . Closer to primary care, Stange and colleagues have rated patient-provider interactions for the delivery of preventive services (Stange et al., 2000; Flocke and Stange, 2004; Gilchrist et al., 2004) . Results from observational coding systems have contributed greatly to understanding the structure and patterns of patient-clinician communication. These systems can also be of great value for clinician training. Because of their cost, complexity and the lack of real-time feedback, observational coding systems for the 5As are not widely used.
Computer-based assessments of medical records Electronic chart abstraction tools and coding manuals are available via the Internet. For example, the RAND organization is currently conducting a 4-year study of the effectiveness of chronic illness care collaboratives that utilize the Chronic Care Model (Wagner, 1998; Cretin et al., 2004) across various patient populations, including those with asthma, depression, congestive heart failure and diabetes. They are tracking key processes of care and have developed quality indicators for each disease. Measures related to the 5As associated with the Chronic Care Model are being tracked (i.e. documentation of counseling, goal setting and development of an action plan) (Cretin et al., 2004) . These investigators developed a series of Microsoft Ò Access-based tools to enter the abstracted data (http://www.rand. org/health/ICICE).
Smoking cessation is the area in which the 5As have been used most extensively (Fiore et al., 2000; Hollis et al., 2000; DePue et al., 2002) . Kaiser Permanente researchers (Hazlehurst et al., 2005) developed a natural language programming tool to analyze free field text notes in electronic medical records to analyze the extent to which each of the 5As is used for smoking cessation counseling in primary care. They found that while patients were often assessed and advised to quit smoking, seldom were they provided assistance or follow-up support.
Patient surveys
Patient-centered activities such as listening to patients, considering their priorities, developing collaborative goals and eliciting coping suggestions that are congruent with patient values, preferences and social environment are at the heart of the 5As approach. Thus, it is critically important to evaluate patient perceptions of the extent to which they have received such assistance. Although a variety of related instruments have been developed, especially to assess core aspects of primary care and delivery of components of the Chronic Care Model, few survey instruments assess the 5As. Some scales of the ACES (Murray and Safran, 2000) and the Shi et al. assessments of patient perspectives of primary care are related to the first three of the 5As (Shi et al., 2001 ).
Glasgow, Wagner and colleagues reported on the Patient Assessment of Chronic Illness Care (PACIC) (Glasgow et al., 2005a; Glasgow et al., 2005b) . This instrument assesses implementation of five activities (patient activation, practice design/decision support, goal setting, problem solving and follow-up) related to the Chronic Care Model that are congruent with the 5As (Glasgow et al., 2005b) . Glasgow et al. report that assistance in problem solving and arranging follow-up support (the 4th and 5th As) are reported least often by patients (Glasgow et al., 2005a) .
The PACIC has recently been modified to include additional items so that it can be scored specifically for each of the 5As (Glasgow et al., 2005b) (www.collaborativeselfmanagement.org). To our knowledge, this 26-item survey (Table 2) is the only instrument of this level of comprehensiveness scored specifically for the 5As. Although this scale worked well in a pilot collaborative and is an extension of the validated 20-item PACIC, to date the 26-item scale and the 5As scoring has only been formally validated in one study with diabetes patients (Glasgow et al., 2005b) . Both the 20-and 26-item versions of the PACIC are in the public domain.
CONCLUSIONS
This article reviews instruments that we were able to locate through literature searches and contacts with other colleagues, or developed as part of QI efforts to improve self-management support. Since there are no MeSH terms directly related to the 5As, we cannot be certain that all relevant tools were identified. Also, many of the tools are as yet unpublished. To address this situation, we have provided the tables and figures in this manuscript and posted the tools that are in the public domain on the www. collaborativeselfmanagement.org website.
It is not possible to conclude that any one 5As assessment procedure should be recommended over others. Which instrument is best depends on one's purpose and situational constraints. Different instruments would be selected to definitively identify processes associated with improved outcomes in a multisite clinical trial than for a QI project requiring immediate feedback.
Available literature (Bodenheimer et al., 2002; Bodenheimer and Grumbach, 2003; Hill-Briggs, 2003) suggests that the last two As-assistance in problem solving and arranging follow-up support-are especially important to produce meaningful and lasting behavior change. Unfortunately, they are also the two As that seem to be delivered least often (Glasgow et al., 2001a; Glasgow et al., 2005a) . Measures of the 5As should devote special attention to assessment of these components. We hope that this article will stimulate others to use, validate and refine existing 5As assessment procedures. To our knowledge, at present only the PACIC and the natural language programing methods have supportive validational data. Most of the other tools have face validity and may be more practical, but data are needed on their reliability, validity and especially sensitivity to change. Translation into Spanish and other languages, and validational studies with different ethnic and cultural groups should be a high priority.
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